ing cases as they arise in his experience. Besides this, the lesion, though unfrequent, is so beset with difficulties and risks that it is a duty to keep those occasionally before the profession, in the hope that, attention being riveted upon them, the accidents likely to arise in connexion with this complication of delivery may thereby be avoided.
Considerations such as these must therefore be accepted as my apology for reading this paper before the Society.
The following are the main facts of the case:? I was called on the forenoon of Tuesday, the 2d of December last, to assist my then dispensary pupil, Mr Greathead, in the treatment of a Mrs Hughes, the wife of an engine-driver, residing at 3 Cottage Lane, Stockbridge. She was then being confined of her third child. She stated that during her first confinement she had been attended by Dr Cappie. Her labour on that occasion lasted from Thursday to the following Sunday, when it was terminated by forceps. The infant lived for five months. The second confinement was natural, the infant, a boy, being still alive, and aged fifteen months. The patient believes she suffered from prolapsus uteri in May 1877. She had arrived at or near her full time when labour supervened.
During the whole previous day, the 1st December, the patient had pains at irregular intervals. In the evening, on lifting a tub of water, the pains came on with considerable severity and regularity. Mr Greathead was accordingly sent for, and, on his arrival, found the external os flaccid and dilated to about the size of a florin. The membranes were observed to be protruding a good deal, and they were accidentally ruptured during the first examination. The presenting part was high placed, so that it was impossible to make out the presentation. Something that appeared to be hair was felt, but no bones could be detected. The feel of the presenting part was that of a doughy mass that pitted on pressure.
The fcetal heart's sounds could be heard at the most common situation on the left side of the abdomen of the mother. But
Mr Greathead could not hear the uterine souffle, owing, as he thought, to the effects of the extremely persistent uterine contractions.
After waiting for some time, and the pains appearing to have rather gone off, the patient was left for the night. On visiting her at 9.30 a.m. on the 2d, it was found that she had not been able to sleep, and that pains had been off and on all night. She was now greatly distressed, and complained of a very tight sensation round the lower part of the abdomen, feeling as if she should burst. On examination, per vaginam, the condition of matters was much as on the previous evening, only that the head was more closely pressed down upon the upper part of the pelvis.
I saw the patient about twelve noon. Felt the head presenting, soft, high up, and doughy, and at the same time satisfied myself that the pelvis was narrowed antero-posteriorly. The On obtaining the latter, I punctured the child's head, and on the withdrawal of the trocar, a large quantity, apparently about two pints, of clear fluid escaped through the canula. The head thereupon collapsed, and began to enter the pelvis under the propelling influence of the pains.
The patient, however, was so much exhausted that the labour made but little progress, and I had to finish it by applying forceps in a hooked sort of fashion over the collapsed head. On the first trial they slipped, but on the second they were able to pull the child's head through the pelvis. It is now generally allowed that the uterus contracts in such a manner as to establish?1st, A uniformly equal tension over its interior, and which is the only kind of tension that is operative so long as the cervix is not completely dilated and the waters are unruptured; and 2d, A force that acts upon the poles of the ovum, and that arises from the resistance offered by the contracted fundus uteri to the straightening out of the fcetus, which, again, is occasioned by the change of shape and diminished capacity of cavity impressed upon the uterus by the contraction of the rest of its walls. This force thus occasioned acts upon the foetus in the direction of the long axis of its body, and if the lowrer part of that body is unresisted, this part of the fcetus is necessarily propelled forwards. If, again, the lower pole is prevented by resistance in the direction of cervix from advancing, the effect of this axial pressure is to exert strain upon the resisting parts proportional to itself.
The uniform uterine contractions likewise propel the presenting front of the fcetus through the genital passage, but they act so as to advance the ovum as a whole, and the presenting part of the foetus as a part of that whole, whereas the axial pressure tends to propel the presenting part in advance of the rest I have selected for discussion the explanation of rupture in connexion with hydrocephalic lesion by Sir James Y. Simpson, simply because it is the only attempt at an explanation of the accident that I could lay my hands upon in the literature of the subject previous to the able contribution of Bandl.
It is clear, however, that Sir James's explanation will not account for the frequency of the complication. If not, how is its occurrence to be explained ? We must dismiss from our minds all idea of a great axially-produced tension, and regard the large head and small body of the child as forming a large plastic mass more or less rounded in shape, about which the uterus contracts itself powerfully in its efforts to dilate the cervix and outer os sufficiently to admit the head to pass. But we know that during delivery the cervix uteri is distended, thinned, and thereby weakened, whilst the body of the uterus is contracted, thickened, and thereby strengthened. The true explanation of the accident, therefore, is to be sought in a correct appreciation of the different modes in which these two great segments of the uterus behave during delivery. In a paper contributed last summer to this Society, I drew attention to the different role played by the body and cervix uteri during labour, and endeavoured to explain the mechanism by which the cervix could be distended, and yet the integrity of its tissue under ordinary circumstances maintained.
But under extraordinary circumstances, as when a hydrocephalic head is presented at the brim, the distension of the cervix under the strain put upon it by the general internal pressure of the uterus is simply enormous, as is shown diagrammatically by the plate of Bandl's I then laid before the Society. At the same time there is a complete absence of the distending force in the transverse direction at the outer os, which is effected by the presenting portion of the foetus when it is of ordinary dimensions, so that the outer os dilates at a very great mechanical disadvantage, and therefore very slowly. In consequence of this the outer os may be found to be small, and the practitioner may believe there is no hurry, because the os is still undilated, whilst the upper part of the cervix may be meanwhile as thin as paper, enormously distended, and on the point of rupture.
This state of matters may go on long, but it is extremely apt to lead to rupture. It is the mere bulk of the presenting part, however, leading to over-distension of the cervix, and not any hydraulic-machine character that it possesses which induces rupture.
Indeed, it is a well-known fact that it is exactly in such cases as, if the wedge theory had any meaning, would produce rupture that we are most apt to meet with natural delivery. I mean those cases in which the head is so soft as to become moulded into the shape of the passages, and to pass the cavity in detail.
The rupture in cases of this kind is stated to be chiefly longitudinal, as one would expect from the enormous transverse dilatation of the cervix which arises. But it also is sometimes circular. 
